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ATTACHMENT 4.19-B 

PAGE IC 

STATE: GEORGIA 


POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
FOR OTHERTYPES OF CARE OR SERVICES 

C. Dental Services 

Payments are ,made for specific authorized procedures on a statewide basis and arelimited to the 
lower of: 

(1)’ The dentist’s actualchargeforthe service; or 

(2) Thestatewidereimbursement rate in effect on the date of services. 

Reimbursement will be made on a per procedurebasis. 

Reimbursement to providers of dental services is made on an established fee schedule not to exceed prevailing 
charges in the state. 

Reimbursement will be provided 04 a per procedure basis. The current reimbursement rateswill be based on 
a percentage of usual and customary reimbursement, not to exceed 100 percent. The usual andcustomary 
reimbursement will be determined using regional data on a periodic basis. 
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